








STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
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You are required to be in compliance at all times with all licensing laws and regulations to
maintain your assisted living facility license.

This document references the following complaint number: 3650487

The department has completed data collection for the unannounced on-site complaint
investigation on 6/10/2019 and 6/17/2019 of:

FRANKE TOBEY JONES

5340 N Bristol St

Tacoma, WA 98407

The following sample was selected for review during the unannounced on-site complaint
investigation : 1 of 50 current residents and 0 former residents.

The department staff that inspected and investigated the assisted living facility:
Michael Goulet, Complaint Investigator

From:
DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 3, Unit A
PO Box 98907
Lakewood, WA 98496
(253)983-3826

As a result of the on-site complaint investigation the department found that you are not in
compliance with the licensing laws and regulations as stated in the cited deficiencies in the
enclosed report.

Residential Care Services Date

I understand that to maintain an assisted living facility license I must be in compliance with all
the licensing laws and regulations at all times.

Administrator (or Representative) Date
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WAC 388-78A-2120 Monitoring residents' well-being. The assisted living facility must:
(3) Evaluate, in order to determine if there is a need for further action:
(b) Each resident when an accident or incident that is likely to adversely affect the resident's

well-being, is observed by or reported to staff persons.
(4) Take appropriate action in response to each resident's changing needs.

This requirement was not met as evidenced by:

Based on interview and record review, the assisted living facility (ALF) failed to take immediate
action when one of one resident (Resident #1) was identified with symptoms of a stroke. This
failure resulted in a delay of several hours before the resident could access appropriate treatment
and placed the resident at risk of physical harm.

Findings included...

Record review of a facility progress note written by Staff B, Registered Nurse, (RN) at 3:57 AM
on 06/03/19, showed Resident #1 was found on the floor of her room exhibiting significant left
side weakness and was immobile. The progress note did not indicate that any further action was
taken by staff at the time.

Record review of a facility progress note written by Staff C, (Licensed Practical Nurse), at 6:37
AM on[Jl19. showed that Resident #1 was found on the floor in her room by staff at
approximately 3:00 AM, and that there was no advisement of the change in Resident #1's
condition until shift change that morning. Staff C noted that he assessed Resident #1 at 6:10am,
and notified emergency medical services. Resident #1 was transported to a hospital for
evaluation.

During an interview on 06/10/19 at 4:05 PM, Staff B stated that she felt she did not have the
authority under the

new director of nursing services (Staff A) to send Resident #1 to the hospital, although Staff B
stated that that in the past, she would have made this decision on her own.

During an interview on 06/19/19 at 3:10 PM, Staff A, (Assistant Director of Nursing Services),
stated that there was no change in facility policy related to sending residents out to hospital for
emergent needs, and it was unclear why Staff B had not done so when Resident #1's condition

was first identified.
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Plan/Attestation Statement

I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, FRANKE TOBEY JONES
is or will be in compliance with this law and / or regulation on

(Date) . In addition, I will implement a system to monitor and
ensure continued compliance with this requirement.

I understand that to maintain an assisted living facility license, the facility must be in
compliance with the licensing laws and regulations at all times.

Administrator (or Representative) Date
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